A 55-year-old woman complained of relapsing right upper abdominal pain 9 months after a cholecystectomy. She underwent cholecystectomy because of cholelithiasis, chronic abdominal pain, and body weight loss. In this admission, imaging studies showed a hypodense mass lesion in the right lobe of the liver. Serology showed positive hepatitis C virus antibodies and negative hepatitis B virus surface antigen and core antigen. Alpha fetoprotein, aminotransferases, and bilirubin were within normal limits. Mild eosinophilia was noted (11.9% eosinophils with total WBCs 6030/ mL). Stool sedimentation did not reveal parasitic ova.
A 55-year-old woman complained of relapsing right upper abdominal pain 9 months after a cholecystectomy. She underwent cholecystectomy because of cholelithiasis, chronic abdominal pain, and body weight loss. In this admission, imaging studies showed a hypodense mass lesion in the right lobe of the liver. Serology showed positive hepatitis C virus antibodies and negative hepatitis B virus surface antigen and core antigen. Alpha fetoprotein, aminotransferases, and bilirubin were within normal limits. Mild eosinophilia was noted (11.9% eosinophils with total WBCs 6030/ mL). Stool sedimentation did not reveal parasitic ova.
A laparoscopic resection of the liver lesion was performed. The specimen received was one 6.5 cm Â 5.0 cm Â 4.0-cm fragment of liver. It contained multiple irregular soft yellowish lesions measuring up to 2.2 cm (Fig. 1) . Microscopically, granulomatous inflammation with a necrotic center (Fig. 2) , surrounded by epithelioid histiocytes and eosinophil-rich mixed inflammatory cells, was noted (Fig. 3) . CharcoteLeyden crystals were seen in the necrotic center (Fig. 4) . Calcified debris was seen in the junction of the necrotic center and inflammatory infiltrates. No parasitic debris or ova were found in the specimen. Results of staining with acid fast, periodic acid Schiff and Grocott's methenamine silver nitrate were negative. Immunohistochemically, the epithelioid cells were negative for S-100 and CD21. Eosinophil-rich granuloma of the liver might be seen in various conditions, as in drug reactions, parasitic infection, autoimmune disease and histiocytic neoplasms.
In drug reactions, small noncaseating granulomas with eosinophils are characteristic, and necrosis is very rare. Primary biliary cirrhosis involves a small granulomatous reaction around destructed bile ducts and necrotic perivenular hepatocytes. Rheumatoid nodules in visceral organs also present with a granulomatous reaction around a necrotic center as in the skin or joints. The inflammatory infiltrates are rich in plasma cells and occasionally eosinophils. ChurgeStrauss syndrome presents with vasculitis and small portal granulomas. Langerhans cell histiocytosis with characteristic grooved nuclei also involves the formation of granulomas rich in eosinophils. Follicular dendritic cell tumors usually manifest with inflammatory pseudotumor-like morphology and occasionally with eosinophil-rich granulomas. Immunohistochemical stains help in the differential diagnosis.
Eosinophil-rich granulomas in the liver are suggestive of visceral larva migrans, caused by infection with Toxocara canis or other helminths. Parasitic migration in liver destructed tissue and induced granulomatous and eosinophilic reaction. Eosinophilic pneumonitis is seen with larval migration to the lung. CharcoteLeyden crystals might be seen in cytologic and histologic examination. 
